The Ante-Natal Clinique has brought prophylactic obstetrics to a specialised science, and is doing much to reduce the maternal and foetal mortality and morbidity of parturition. Complementary Post-Natal Centres are now developing for the early recognition of gynaecological ailments following childbirth, but these cliniques are more corrective than prophylactic. True prophylaxis in gynaecology is the judicious application of obstetrics.
The incidence of the puerperal infective processes?and in passing I would emphasise the minor varieties of these conditions?the low-grade sapraemia, the mild salpingitis, the initially almost symptomless subinvolution can be reduced.
I address myself, however, more to the problem of internatal trauma affecting the birth canal. Varying degrees of laceration or descent may follow normal delivery, but it is accepted that these genital lesions are more common as sequelae of forceps delivery. Prepared for the suggestion that I see this matter from the viewpoint of a hospital practitioner, I affirm that the forceps is applied in the greater number of instances without any indication.
A series of factors is blameworthy. The modern patient expects to be delivered by instruments, and may even stipulate this when first consulting the attendant; the practitioner must, because of the pressure of other duties, occasionally expedite delivery, or the fact that his rival in the district has a reputation for getting his confinements over rapidly may encourage him to increase his frequency of instrumental deliveries; while the earlier teaching, which tended to class the axis-traction forceps as the solution of all the problems of dystocia and as a simplified and fool-proof instrument, is not altogether blameless. In those days, forceps, properly and carefuly used, were considered the means of avoiding the dangers of a difficult delivery, but nowadays they seemed to be considered dangerous instruments.
It was impossible to lay down principles as to the use of forceps, for often cases occurred where the practitioner (especially in the country) had to rely on his own judgment and experience as to the best and safest means of delivery.
Dr James Young agreed with Dr Lindsay that it was disquieting to find, nowadays, so many cases where labour, which was essentially a physiological process, was ended instrumentally; to a large extent, however, one seemed to be "beating the air" in trying to formulate for the practitioner such a high ideal of obstetric work as Dr Lindsay talked of in his paper.
One had to recognise that the practitioner was, to a large extent, at the mercy of the conditions under which he worked, and, so long as the economic circumstances were allowed to persist in the state in which they were at present, one must admit that it was almost an insoluble problem. General practitioners, as also obstetricians, might do more to emphasise the importance of these facts on the public health authorities and, more particularly, on the community as a whole.
So long as medical practice remained under present conditions in industrial centres, and in much of work in the country, so long would midwifery remain at its present level. It was impossible for a busy man with a large practice to devote sufficient time to an obstetric case, and the woman had, in consequence, to suffer.
Dr Lindsay referred to the fact that the axis-traction forceps of compiled as yet, but by these cliniques the profession was approaching more nearly that ideal at which they were aiming?the improvement of the general conduct of obstetric practice.
